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Unruptured1. IntroductionThe ﬁrst angiographic diagnosis of left ventricular aneurysm
was seen in 1951.1 Left ventricular aneurysm is one of themost
common causes and one of the most serious mechanical
complications of acutemyocardial infarction.2 True aneurysms
occur when the left ventricle is thinned due to scarring of the
myocardium, and thus move dyskinetically with a broad neck.
They may lead to congestive heart failure, embolic events, and
may also give rise to ventricular arrhythmias because of the
effects of ventricular scarring.3,4 Left ventricular pseudoaneur-
ysm occurs after cardiac rupture and is contained by adherent
pericardium or scar tissue; notably, there are no endocardial or
myocardial cells in the aneurysm and there is a narrow neck
diameter.5–7 The most common sites for true left ventricular
aneurysm are apical and anterior segments, while pseudoa-
neurysmsmost commonly occur in theposterolateral segment.* Corresponding author.
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(http://creativecommons.org/licenses/by-nc-nd/4.0/).Both true aneurysm and pseudoaneurysm are detected inci-
dentally by echocardiography or other imaging modalities.8
Pseudoaneurysm requires urgent surgical resection because of
likelihood of rupture, while true aneurysms can be managed
medically.Wereporteda latepresentationofLVaneurysminan
uncommon location, i.e. lateral wall with wide neck in close
proximity tomitral annulus detected by Echocardiography and
CT Angiogram.2. Case scenario
A 52-year-old male with a known history of hypertension,
coronary artery disease, initially presented to the emergency
department with symptoms of heart failure. His past history
revealed that hewas admitted to another hospital 2 years prior
with a chief complaint of chest pain. Hewas diagnosed to haveB.V. This is an open access article under the CC BY-NC-ND license
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Fig. 1 – Lateral wall MI (diagnosed 2 years prior to aneurysm).
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tion and normal chamber size. Coronary angiogram revealed
double vessel disease and he was advised to undergo
angioplasty to a lesion in the left circumﬂex artery. The
patient declined this procedure due to ﬁnancial concerns and
did not followup as an outpatient.When the patient presented
to our emergency department, he had NYHA Functional Class
4 symptoms with Type-1 respiratory failure. On electrocardio-[(Fig._2)TD$FIG]
Fig. 2 – ECG showing sinus tachycgram, patient was found to have sinus tachycardia with LVH
strain pattern (Fig. 2). His chest X-ray demonstrated haziness
with interstitial thickening in bilateral perihilar and para-
cardiac regions, suggestive of pulmonary edema. The patient
was hospitalized for further evaluation and management.
BiPAP non-invasive ventilation was initiated and he was
treated with decongestive therapy, antiplatelet agents, statin,
inotropic agents and supportive care. Trans-thoracic echocar-ardia and LVH strain pattern.
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Fig. 3 – TTE of the patient showing LA, LV and the blood flow
across the aneurysm in Parasternal Long axis view.
[(Fig._5)TD$FIG]
Fig. 5 – TTE showing blood flow across the neck of the
aneurysm.
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Fig. 4 – TTE on shallow four-chamber view showing the size
of the aneurysm along with other structures LV, RA, and
RV.
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Fig. 6 – TTE shallow two chamber view showing LA, LV, and
aneurysm.
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Fig. 7 – PLAX view of TTE showing thinning of LV.
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Fig. 8 – TTE showing the LA, LV and the measurements of
the aneurysm having dimensions 6.84 and 6.43 cm and
having an area of 35.5 cm2.
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Fig. 9 – CT Angiogrammarking the borders of the aneurysm.
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Fig. 11 – CTA showing the dimensions of the aneurysms in
coronal plane.
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ventricle originating from the posterolateral wall (measuring
6.84  6.43 cm) with a wide neck, as well as severe LV systolic
dysfunction (Figs. 3–8). The globular proﬁle of the cavity with
the wide neck was close in proximity to the mitral valve[(Fig._10)TD$FIG]
Fig. 10 – CTA showing the dimensions of the aneurysms in
axial plane.annulus (Fig. 5). To better deﬁne the aneurysm, cardiac CTwas
performed, which revealed large left ventricular aneurysm
(6.5  7.5  5.4 cm) arising from posterolateral wall of the left
ventricle. The fundus of the aneurysm was located directly
posterolateral to the neck of aneurysm and measured
38  40 mm in AP and cranio-caudal dimensions (Figs. 9–14).[(Fig._12)TD$FIG]
Fig. 12 – VRT images on CT angiogram showing big
aneurysm attached to LV.
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Fig. 13 – VRT images on CT angiogram showing big
aneurysm attached to LV.
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Fig. 14 – VRT images on CT angiogram showing big
aneurysm attached to LV.
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probably peripheral thrombus measuring 1.8 cm (Fig. 9). The
patient was offered surgical closure as well as trans catheter
closure of the aneurysm but the patient refused due to
ﬁnancial concerns and lost follow-up also.
2.1. Case summary
The present case discussed shows the unusual location of
giant LV aneurysm detected after 2 years of myocardial
infarction incidentally on Echocardiography & conﬁrmed on
CTAngiogram. Thepatientwas treated conservativelywithout
much complications.r e f e r e n c e s
1. Dolly CH, Dotter CT, Steinberg H. Ventricular aneurysm in a
29-year-old man studied angiocardiographically. Am Heart J.
1951;42:894–899.
2. Arslan S, Gurlertop HY, Erol MK, Gundogdu F, Senocak H.
Inferolateral left ventricular aneurysm preventing mitral
regurgitation. Tex Heart Inst J. 2007;34:130–131.
3. Bohdiewicz PJ. Single photon emission computed
tomography radionuclide ventriculography in the
noninvasive diagnosis and evaluation of a false left
ventricular aneurysm (Pseudonaeurysm). Clin Nucl Med.
2003;28:821–826.
4. Brown SL, Gropler RJ, Harris KM. Distinguishing left
ventricular aneurysm from pseudoaneurysm: a review of the
literature. CHEST. 1997;111:1403–1409.
5. Frances C, Romero A, Grady D. Left ventricular
pseudoaneurysm. J Am Coll Cardiol. 1998;32:557–561.
6. Dachman AH, Spindola-Franco H, Solomon N. Left ventricular
pseudoaneurysm: its recognition and signiﬁcance. JAMA.
1981;246:1951–1953.
7. Vlodaver Z, Coe JI, Edwards JE. True and false left ventricular
aneurysms. Circulation. 1975;51:567–572.
8. Gianluca P, Daniele A, Giovanni B, et al. An unusual case of
large left ventricular aneurysm: complementary role of
echocardiography and multidetector computed tomography
in surgical planning. Eur J Radiol Extra. 2005;54:51–54.
